1.. Introduction {#S0001}
================

Child sexual abuse (CSA) is a worldwide problem affecting children of all ages and all socioeconomic backgrounds (Stoltenborgh, van IJzendoorn, Euser, & Bakermans-Kranenburg, [2011](#CIT0049)). It can lead to a variety of physical and mental health problems in childhood and later adulthood (Cutajar et al., [2010](#CIT0014); Irish, Kobayashi, & Delahanty, [2010](#CIT0027)). Globally, some one in 10 children, more girls than boys, are sexually abused before the age of 18 (Stoltenborgh et al., [2011](#CIT0049)). Prompt and adequate care can avert many short-term and longer-term consequences (Macdonald et al., [2012](#CIT0034)). Although studies are accumulating that improve our understanding of psychological outcomes for victims of adolescent and adult sexual abuse, a knowledge gap still exists regarding children, and boys in particular, who are abused during their early lives. Some 25--35% of CSA victims are thought to be below the age of 7 years (Fontanella, Harrington, & Zuravin, [2001](#CIT0021); Putnam, [2003](#CIT0042)). If we know what the specific sequelae of CSA are, we can improve the early detection of abuse-related problems and enhance therapeutic intervention to prevent further dysregulation.

Studies suggest that the effects of stress during the first few years of life -- a critical period for brain development -- are more invasive and enduring than they are for children exposed to stress at older ages, and that they may have different outcomes (Andersen et al., [2008](#CIT0005); Lupien, McEwen, Gunnar, & Heim, [2009](#CIT0033)). Stress may also have different biobehavioural effects in males than in females (Klein & Corwin, [2002](#CIT0030)). Yet, studies on CSA outcomes generally focus on older, female victims, because female prevalence rates are higher (Stoltenborgh et al., [2011](#CIT0049)). The detection of CSA in very young children is also complicated by the absence of CSA-specific signs in most victims (Vrolijk-Bosschaart et al., [2017a](#CIT0055)).

Parental support can potentially buffer the effects of stress (Domhardt, Münzer, Fegert, & Goldbeck, [2015](#CIT0016)), but provision of that support can be compromised by the emotionally impairing impact that the disclosure of CSA may have on parents, on their relationship with a partner, and on the quality of the parent--child relationship (Fresno, Spencer, Ramos, & Pierrehumbert, [2014](#CIT0022); Kilroy, Egan, Maliszewska, & Sarma, [2014](#CIT0029)). Because younger children depend on parental care more than older children, and given the importance of parental support in children's adjustment after CSA, it is important to study the effects of CSA in young children in the contexts of parental psychological well-being and the quality of the parent--child relationship.

Most studies have found it difficult to differentiate the effects of CSA from those of emotional and physical abuse and neglect and those of a dysfunctional family, as these often coexist (Dong, Anda, Dube, Giles, & Felitti, [2003](#CIT0017)). Moreover, studies largely fail to distinguish between effects of intrafamilial and extrafamilial CSA (Kendall-Tackett, Williams, & Finkelhor, [1993](#CIT0028)). Two other general problems in studying the effects of CSA are the lack of legal, objective evidence of the events and the necessity of examining the effects retrospectively. This makes it very hard to objectify exposure to CSA, and it may lead to biased results.

The Amsterdam Sexual Abuse Case (ASAC) study makes possible an examination of the psychological sequelae of exclusively extrafamilial CSA on children and their parents in a group of children sexually abused at a very young age, predominantly boys. Such information could be essential for providing future victims, their parents, legal professionals, and mental health workers with knowledge about what to expect and how to provide optimal support. This article seeks (1) to determine the psychological sequelae for sexually abused infants and toddlers in terms of post-traumatic stress disorder (PTSD), dissociation, sexual and non-sexual behaviour problems, and attachment insecurity, as assessed 3 years after disclosure; and (2) to examine the psychological sequelae for parents in terms of PTSD and the quality of partner relationships 3 years after disclosure. A secondary focus is on possible differences in outcomes between boys and girls, and between children with confirmed versus suspected abuse.

2.. Methods {#S0002}
===========

2.1.. Setting {#S0002-S2001}
-------------

In 2010, a male daycare employee and babysitter in Amsterdam was suspected of sexually abusing dozens of very young children. The case, which became known as the ASAC, came to light in a child pornography investigation in the USA. Police decrypted pornographic images, and the suspect eventually admitted sexually abusing 87 children, mostly boys. Parents of 20 children declined to press charges, and the daycare worker was convicted of abusing 67 children, as well as possessing, producing, and distributing child pornography. The ASAC is unique owing to its large scale, the young age of the victims, the large proportion of boys involved (all abused under similar circumstances), the strong evidence, and the detailed documentation available about the abuse. The current study is part of the larger ASAC study (Lindauer et al., [2014](#CIT0032); Vrolijk-Bosschaart et al., [2017a](#CIT0055), [2017b](#CIT0056)). It reports on the first follow-up (T~1~), carried out in 2013, 3 years after the case was disclosed. The ASAC study was approved by the Medical Ethics Review Committee of the Academic Medical Center of Amsterdam.

2.2.. Sample {#S0002-S2002}
------------

All children involved in the ASAC who had experienced sexual abuse, or for whom there were strong suspicions of abuse, and their parents were eligible for inclusion. A child was considered a confirmed victim if he or she had been identified in pornographic images found by police and/or if the perpetrator had confessed to sexually abusing the child. A child was considered a suspected victim if the perpetrator had been in contact with him or her at daycare and/or had babysat for the child and if the parents suspected abuse. That suspicion might be based on their subjective 'gut feeling' or on rather more objective physical or behavioural symptoms observed in the child. Those children and their parents were included because sexual abuse could not be excluded and because ASAC study participation was also intended to have an aftercare function, monitoring the well-being of children and parents. Not allowing participation to suspected victims and their parents was therefore considered unethical. Children not meeting the above criteria were excluded. Results for confirmed and suspected victims are reported separately.

2.3.. Procedure {#S0002-S2003}
---------------

The second author (EV) contacted parents of all confirmed victims (*n* = 87) and potential participants for the study (*n* = 133), and informed them about the study. After obtaining informed parental consent, five researchers (CSJ, EPMM, EV, MEA, and MRG; see Acknowledgements), all of them child and adolescent psychologists with experience in the field of trauma, interviewed the parents face-to-face at the Department of Child Psychiatry of the Academic Medical Center or at the Public Health Service, both in Amsterdam. If preferred by a parent, interviews were held at home (*n* = 4), but only if the researcher and parent could talk privately without the presence of their child(ren). Parents additionally completed a battery of online caregiver-report and self-report questionnaires.

2.4.. Measures {#S0002-S2004}
--------------

This article reports results of the measures administered to parents only. For a complete overview and detailed description of the measures we used, supplementary material is available online or on request.

During the face-to-face interview, we obtained demographic data and information about whether the parents and/or child had received psychological treatment following CSA disclosure. The nature of treatment was determined from therapy records after written informed consent had been obtained from the parents. Abuse characteristics were obtained from police reports. The measures described in the following two subsections were employed.

2.5.. Psychopathology in children {#S0002-S2005}
---------------------------------

*Diagnostic Infant and Preschool Assessment (DIPA)* (Scheeringa & Haslett, [2010](#CIT0044)). For children up to the age of 7 years, the DIPA assessed major depressive disorder (MDD), attention-deficit hyperactivity disorder (ADHD), oppositional defiant disorder (ODD), separation anxiety disorder (SAD), specific phobia, social phobia, generalized anxiety disorder (GAD), trauma history, PTSD, and subthreshold PTSD, according to the Diagnostic and Statistical Manual of Mental Disorders, 4th Edition (DSM-IV) (American Psychiatric Association, [1994](#CIT0003)). In anticipation of the release of the 5th Edition (DSM-5), we measured PTSD using the expected DSM-5 criteria for children aged 6 years and younger, which are claimed to be more developmentally sensitive (American Psychiatric Association, [2013](#CIT0004); Gigengack, van Meijel, Alisic, & Lindauer, [2015](#CIT0025)). We defined subthreshold PTSD as the presence of symptoms from two of the three clusters *and* parental reports of child functional impairment (Gigengack et al., [2015](#CIT0025); McLaughlin et al., [2015](#CIT0037)).*Anxiety Disorders Interview Schedule for DSM-IV Child Version, Parent Interview Schedule (ADIS-/P)* (Silverman & Albano, [1996](#CIT0047)). For children older than 7 years, we used the ADIS-P to assess the above DSM-IV disorders plus panic disorder, agoraphobia, obsessive--compulsive disorder (OCD), dysthymia, and conduct disorder (CD).*Children*'s *Revised Impact of Event Scale, Parent Version (CRIES-13)* (Children and War Foundation, [1998](#CIT0011)). This questionnaire measures symptoms of PTSD in children. In the current study, internal consistency using Cronbach's *α* was .89 for the total score.*Child Dissociative Checklist (CDC)* (Putnam, Helmers, & Trickett, [1993](#CIT0043)). This questionnaire measures symptoms of dissociation in children. Internal consistency (*α*) was .69.*Child Sexual Behavior Inventory (CSBI)* (Friedrich, [1997](#CIT0023)). This questionnaire was used to measure sexual behaviour problems in children. Internal consistency (*α*) was .83.*Child Behavior Checklists 1½-5 and 6--18 (CBCL)* (Achenbach, Dumenci, & Rescorla, [2003](#CIT0001)). These questionnaires were used to assess internalizing and externalizing problems in children. Internal consistency (*α*) was .95 and .96, respectively.*Attachment Insecurity Screening Inventories 2--5 and 6--12 (AISI)* (Polderman et al., [2008](#CIT0041); Wissink et al., [2016](#CIT0059)). The AISI parental report screens for attachment insecurity in children. Internal consistency (*α*) was .86 and .78, respectively.

2.6.. Psychopathology in parents {#S0002-S2006}
--------------------------------

*Impact of Event Scale -- Revised (IES-R)* (Weiss & Marmar, [1997](#CIT0057)). This questionnaire measures PTSD symptoms in adults. In the current study, internal consistency (*α*) for the total score was .94.*Parent Emotional Reaction Questionnaire (PERQ)* (Mannarino & Cohen, [1996](#CIT0036)). This questionnaire measures parental emotional responses to children's traumas. Internal consistency (*α*) was .95.*Experiences in Close Relationships (ECR)* (Brennan, Clark, & Shaver, [1998](#CIT0008)). This questionnaire measures attachment in adult partner relationships. Internal consistency (*α*) was .93 for the total score.

2.7.. Statistical analysis {#S0002-S2007}
--------------------------

We first compared participants with non-participants for differences in gender and age, using chi-squared and Mann--Whitney *U* tests. We analysed all data using descriptive statistics. To test for differences in mean questionnaire scores associated with victim status (confirmed versus suspected) and gender (boys versus girls, fathers versus mothers) and abuse severity (mild versus severe), we used independent samples *t*-tests or Mann--Whitney *U* tests, depending on skewness and distribution of data. To make a comparison based on abuse severity, we divided type of abuse into 'no penetration' (score 1) and 'oral/vaginal/anal penetration' (score 2) and added this score to the frequency score 'once or twice' (score 1), 'three to 10 times' (score 2), and 'more than 10 times' (score 3). Scores could range from 2 to 5, increasing in severity. Next, children with scores of 2 and 3 were assigned to the category 'mild abuse', while children with scores of 4 and 5 were assigned to the category 'severe abuse'. Duration was not included because frequency and duration are highly correlated (Browne & Finkelhor, [1986](#CIT0010)). The relationship between parental symptomatology and child symptomatology was estimated using Spearman's rank correlation coefficient. All analyses were two tailed, with *p* ≤ .05 considered significant. We conducted the analysis in SPSS version 24 (IBM Corp., Armonk, NY, USA).

3.. Results {#S0003}
===========

In total, 41 parents (32 biological mothers and nine biological fathers) were included in the study, representing 44 children (age range 3--11 years, 30 boys and 14 girls) from 37 families (14 children were siblings). Among the children were 37 confirmed CSA victims \[29 boys (78.4%), eight girls (21.6%); mean age 6.2, SD 1.3 years at the time of assessment\] and seven suspected victims \[one boy (14.3%), six girls (85.7%); mean age 6.7, SD 2.6 years\] ([Figure 1](#F0001) and [Table 1](#T0001)). For the confirmed victims (*n* = 87), no differences were found between participants (*n* = 37) and non-participants (*n* = 50) in terms of gender (*χ*^2^ = 0.46, *p* = .50) or age (*U* = 869.5, *Z* = −0.48, *p* = .63).10.1080/20008198.2018.1503524-T0001Table 1.Demographic characteristics (*n* = 44). Confirmed victims (*n* = 37)Suspected victims (*n* = 7) Mean (min--max)SDMean (min--max)SDAge at assessment (years)6.2 (3--9)1.36.7 (3--11)2.6 *n*%*n*%Gender (male)2978.4114.3Ethnicity     Native Dutch2156.8571.4 Non-native Western1027.0228.6 Non-native non-Western616.200.0Family composition     Intact family3491.9571.4 Single parent00.0228.6 Co-custody38.100.0Household income     Above average2773.0571.4 Average38.100.0 Below average25.4228.6 Unknown513.500.0Parents' education     ≥ 4 years' college35m/30f94.6m/81.1f7m/5f100.0m/71.4f Some college2m/4f5.4m/10.8f0m/1f0.0m/14.3f ≤ High school0m/3f0.0m/8.1f0m/1f0.0m/14.3f[^1]10.1080/20008198.2018.1503524-F0001Figure 1.Study flowchart.

According to police reports, all confirmed victims were under the age of 4 when the sexual abuse began, with a mean age of 1.4 (SD = 0.9) years. All children except three (91.7%) experienced more than one type of CSA (mean 3.4, SD 1.3). Most of the children were fondled (91.9%), exposed to the genitals of the perpetrator (83.8%) and/or ejaculated onto (67.6%). Half of the children were subjected to oral copulation with the perpetrator (56.8%) and over one-third of the children experienced a form of penetration (35.1%). The majority of the children had been abused on more than two occasions (51.3%) and for 15 children pornographic evidence was present (40.5%). One-third of the children were exclusively abused at daycare (35.1%) while half of the children were exclusively abused at home (54.1%). Four children were abused both at home and at daycare (10.8%) ([Table 2](#T0002)). No interviewed parents reported that their child had experienced any other CSA event or any other type of maltreatment than in the ASAC.10.1080/20008198.2018.1503524-T0002Table 2.Abuse characteristics of confirmed victims (*n* = 37). Mean (min--max)SDAge at abuse onset (years)1.4 (0--3)0.9No. of CSA types per child3.4 (1--5)1.3 *n*%CSA type^a^   Exposure of genitals to child3183.8 Ejaculation onto child2567.6 Fondling^b^3491.9 Oral copulation2156.8 Penetration of anus or vagina with finger, penis, or sex toy1335.1Frequency   Once or twice1643.2 Three to 10 times1540.5 More than 10 times410.8 Unknown25.4Cases with pornographic evidence1540.5Location of abuse   Daycare1335.1 Home2054.1 Both410.8[^2][^3][^4]

3.1.. Psychopathology in children {#S0003-S2001}
---------------------------------

[Table 3](#T0003) gives an overview of the diagnostic outcomes for confirmed and suspected victims. The numbers of respondents differ for each measure owing to the questionnaire age ranges. Results for confirmed victims are elaborated below.10.1080/20008198.2018.1503524-T0003Table 3.Psychopathology in children. Confirmed victimsSuspected victims *nn* Clinical (%)Mean (SD)*nn* Clinical (%)Mean (SD)*Diagnostic interviews*33  7   PTSD (CSA/OE) 1 (3.3)/1 (3.3)^a^-- 0 (0.0)-- Subthreshold PTSD (CSA/OE) 2 (6.1)/1 (3.3)-- 1 (14.3)/1 (14.3)-- MDD 0 (0.0)-- 0 (0.0)-- Dysthymia 0 (0.0)-- 0 (0.0)-- ADHD 2 (6.1)-- 0 (0.0)-- ODD 0 (0.0)-- 0 (0.0)-- CD 0 (0.0)-- 0 (0.0)-- SAD 0 (0.0)-- 0 (0.0)-- Specific phobia 2 (6.1)-- 0 (0.0)-- Social phobia 0 (0.0)-- 0 (0.0)-- GAD 2 (6.1)-- 0 (0.0)-- Panic disorder 0 (0.0)-- 0 (0.0)-- Agoraphobia 0 (0.0)-- 0 (0.0)-- OCD 0 (0.0)-- 0 (0.0)-- Any diagnosis 6 (18.2)-- 0 (0.0)--*Questionnaires*      PTSD (CRIES-13)37  6   Intrusions --1.8 (3.1) --4.8 (5.8) Avoidance --1.3 (3.3) --5.0 (7.7) Hyperarousal --5.1 (4.9) --8.0 (7.1) Total 1 (2.7)8.1 (9.7) 1 (16.7)17.8 (19.1)Dissociation (CDC)311 (3.2)4.0 (3.4)50 (0.0)4.6 (2.9)Sexual behaviour (CSBI)^b^37  6   DRSB 2 (5.4)47.9 (9.1) 0 (0.0)51.0 (7.7) SASI 11 (29.7)60.7 (5.2) 4 (66.7)64.8 (5.7) Total 2 (5.4)50.2 (9.2) 1 (16.7)54.8 (10.0)Behaviour (CBCL)^b^37  7   Internalizing 9 (24.3)52.4 (10.6) 3 (42.9)57.7 (10.5) Externalizing 6 (16.2)51.8 (13.2) 0 (0.0)55.0 (8.9) Total problems 6 (16.2)52.1 (11.5) 1 (14.3)57.6 (10.3)Attachment (AISI)37  7   Avoidant (A) 6 (16.2)17.6 (7.0) 1 (14.3)16.4 (5.9) Ambivalent (C) 4 (10.8)13.9 (5.4)\*\* 2 (28.6)18.6 (3.0)\*\* Disorganized (D) 5 (13.5)12.3 (4.8) 1 (14.3)12.6 (5.5) Total 10 (27.0)43.8 (12.1) 2 (28.6)47.6 (7.2)[^5][^6][^7]

3.2.. Post-traumatic stress disorder {#S0003-S2002}
------------------------------------

According to the diagnostic interviews, one child (3.3%) exhibited PTSD and two children (6.1%) exhibited subthreshold PTSD attributable to the sexual abuse. The former child also met the PTSD criteria due to other stressful life events (3.3%), and one further child (3.3%) had subthreshold PTSD due to other events. On the CRIES-13, one child (2.7%) scored in the clinical range indicative of PTSD, but this was not the same child who met the PTSD diagnostic criteria.

3.3.. Sexual behaviour problems {#S0003-S2003}
-------------------------------

Eleven children (29.7%) scored in the clinical range for sexual abuse--specific behaviour, defined as behaviours overstepping normative sexual behaviour, indicating a possible link to the CSA.

3.4.. Attachment insecurity {#S0003-S2004}
---------------------------

Parents reported clinical levels of total attachment insecurity in 10 children (27.0%). Six children (16.2%) scored in the clinical range for avoidant attachment (type A), four (10.8%) for ambivalent attachment (type C), and five (13.5%) for disorganized attachment (type D). Categories of insecure attachment may overlap.

Viewing all outcome measures together, 39.4% of confirmed victims did not exhibit any clinically significant symptoms on the domains we examined. We found no significant differences between confirmed and suspected victims, except for ambivalent (type C) attachment insecurity, where suspected victims scored significantly higher than confirmed victims (*z* = −2.64, *p* = .01). Differences on the diagnostic interviews were not tested, because no psychiatric disorders were found in suspected victims. Among the confirmed victims (*n* = 37), boys showed significantly more internalizing problems and avoidant (type A) attachment style than girls (*t* = 2.16, *p* = .04 and *z* = −1.995, *p* = .05, respectively). When the seven suspected victims were added to the comparison (*n* = 44), those differences disappeared; instead, we found that girls scored significantly higher on sexual abuse--related behaviour (*z* = −2.63, *p* = .01). We found no significant differences in symptomatology between children based on severity of the abuse (mild *n* = 21 versus severe *n* = 14).

3.5.. Psychopathology in parents {#S0003-S2005}
--------------------------------

Forty parents reported on their own psychological well-being ([Table 4](#T0004)). Scores from parents with both a confirmed and suspected victim were assigned to the confirmed group (*n* = 2). On the IES-R, seven parents (19.4%) from the confirmed group reported experiencing PTSD symptoms in the clinical range in reaction to the abuse of their child.10.1080/20008198.2018.1503524-T0004Table 4.Psychopathology in parents. Parents of confirmed victims (*n* = 36)^a^Parents of suspected victims (*n* = 4) *nn* Clinical (%)Mean (SD)*nn* Clinical (%)Mean (SD)PTSD (IES-R)36  4   Intrusions --6.2 (6.6) --8.3 (5.2) Avoidance --4.6 (5.7) --5.0 (5.0) Hyperarousal --3.0 (4.8) --6.0 (6.5) Total 7 (19.4)13.8 (15.2) 2 (50.0)19.3 (15.2)Emotional reactions (PERQ)36^b^  4   Distress --18.0 (7.0) --19.3 (8.4) Shame --5.6 (2.9) --6.0 (4.4) Guilt --7.0 (3.4) --9.8 (5.0) Total --32.9 (13.6) --38.3 (17.8)Adult attachment (ECR)36  4   Avoidance 1 (2.8)^c^40.3 (16.3) 1 (25.0)^c^56.8 (21.4) Anxiety 3 (8.3)^c^48.1 (17.3) 2 (50.0)^c^71.0 (12.2)[^8][^9][^10][^11]

No differences between parents of confirmed and suspected victims were calculated because the composition of families varied greatly (i.e. one or two confirmed victims, one suspected victim, one confirmed and one suspected victim). Dividing that already small group of parents (*n* = 41) into smaller subgroups was not feasible. Mothers scored significantly higher than fathers did on the IES-R total scale (*z* = −2.85, *p* = .00), the intrusions scale (*z* = −2.98, *p* = .00), and the avoidance scale (*z* = −2.43, *p* = .02). No other significant differences emerged.

Spearman's rank correlation coefficients among severity of parental PTSD symptoms (IES-R total), emotional reactions (PERQ total), attachment problems in their intimate relationship (ECR total), and child's psychological functioning (CRIES-13 total, CDC, CSBI total, CBCL total problems, and AISI total) were computed ([Table 5](#T0005)). For the confirmed victims, severity of parental PTSD symptoms was significantly correlated with child's PTSD symptoms (*r* = .57, *p* = .00), dissociative symptoms (*r* = .60, *p* = .00), behaviour problems (*r* = .42, *p* = .01), and attachment problems (*r* = .47, *p* = .00), but not with sexual behaviour problems (*r* = .25, *p* = .13). Children with parents experiencing more emotional reactions to the sexual abuse had significantly more symptoms of PTSD (*r* = .51, *p* = .00), dissociative symptoms (*r* = .47, *p* = .01), behaviour problems (*r* = .36, *p* = .03), and attachment problems (*r* = .40, *p* = .01), but not sexual behaviour problems (*r* = .25, *p* = .14). Adult attachment problems did significantly correlate with sexual behaviour problems (*r* = .48, *p* = .00), and with behaviour problems (*r* = .38, *p* = .02) and attachment problems (*r* = .37, *p* = .03), but not with symptoms of PTSD (*r* = .26, *p* = .13) and dissociation (*r* = .35, *p* = .05). When adding the seven suspected victims to the calculation, correlations between adult attachment problems and child PTSD symptoms (*r* = .38, *p* = .01) and dissociation (*r* = .46, *p* = .01) become significant. The other correlations are approximately the same ([Table 6](#T0006)).10.1080/20008198.2018.1503524-T0005Table 5.Correlations between parental psychopathology and child psychopathology in confirmed victims.*Parents*123456781. PTSD--.80\*\*.38\*\*.57\*\*.60\*\*.25.42\*.47\*\*2. Emotional reactions --.22.51\*\*.47\*\*.25.36\*.40\*3. Adult attachment  --.26.35.48\*\*.38\*.37\**Child*        4. PTSD   --.62\*\*.20.51\*\*.51\*\*5. Dissociation    --.50\*\*.63\*\*.46\*\*6. Sexual behaviour     --.49\*\*.297. Behaviour      --.70\*\*8. Attachment       --[^12][^13]10.1080/20008198.2018.1503524-T0006Table 6.Correlations between parental psychopathology and child psychopathology in all victims.*Parents*123456781. PTSD--.79\*\*.41\*\*.56\*\*.59\*\*.22.39\*\*.47\*\*2. Emotional reactions --.31\*.57\*\*.50\*\*.19.37\*.41\*3. Adult attachment  --.38\*.46\*\*.50\*\*.47\*\*.40\*\**Child*        4. PTSD   --.65\*\*.18.54\*\*.51\*\*5. Dissociation    --.51\*\*.69\*\*.47\*\*6. Sexual behaviour     --.55\*\*.35\*7. Behaviour      --.66\*\*8. Attachment       --[^14][^15]

3.6.. Psychological treatment for children {#S0003-S2006}
------------------------------------------

Taking the confirmed and suspected child victims together (*n* = 40), 30% received psychological treatment after the ASAC. Four children were left out of analysis since there was no information about psychological treatment available. One-quarter of the 33 confirmed child victims (24.2%) had received or were still receiving treatment. Six of them (18.2%) had trauma therapy (three completed, three still in therapy), one (3%) had completed treatment for specific phobia, and one (3%) had completed a non-specified form of treatment (case record unavailable). Of the seven suspected victims, four children (57.1%) had received or were still receiving psychological treatment following the ASAC disclosure. One (14.3%) was still receiving trauma therapy, two (28.6%) had treatment for anxiety (one completed, the other continuing), and one (14.3%) had completed parent--child therapy.

3.7.. Psychological treatment for parents {#S0003-S2007}
-----------------------------------------

During the face-to-face interview, 37 parents reported on their own and their partner's psychological treatment. Four included parents of confirmed victims did not participate in the interviews. Taking all the interviewed parents and their partners together (*n* = 71), we found that 32 (45.1%) had needed psychological treatment after the ASAC. Treatments included trauma therapy (nine interviewees, 24.3%; four partners, 11.8%), parent therapy (11 interviewees, 29.7%; seven partners, 20.6%), parent--child therapy (three interviewees, 8.1%; two partners, 5.9%), relationship therapy (four interviewees, 10.8%; four partners, 11.8%), and other therapies such as hypnotherapy, group therapy, and general psychotherapy (four interviewees, 11.8%; one partner, 2.9%).

4.. Discussion {#S0004}
==============

The current study is the first to examine the psychological sequelae of extrafamilial CSA for children abused at a very young age and their parents in a unique sample from one of the largest substantiated child abuse cases worldwide.

Despite the severe level of CSA, only 3% of the children qualified for a full PTSD diagnosis 3 years after abuse disclosure. However, 30% exhibited clinically significant sexual behaviour problems, 24% internalizing problems, and 27% attachment insecurity; 18% were diagnosed with a psychiatric disorder (including PTSD) in a clinical diagnostic interview. More than one-third of the children were asymptomatic. For parents, we found that nearly 20% reported high levels of PTSD symptoms (mothers significantly more than fathers) and that parents suffered from feelings of guilt, shame, and anger about the sexual abuse of their child. Parents reported few attachment problems in their intimate relationships.

One salient influence on our findings may be that one-quarter of the confirmed child victims and 45% of all parents had received psychological treatment, including trauma therapy, beyond the extensive aftercare provided to all ASAC families by the Public Health Service Amsterdam and other local institutions. Besides showing the impact that the CSA must have had on the victims and their families, the treatment presumably also mitigated the negative sequelae. Without such interventions, we might have encountered higher rates of psychopathology. Reports on further follow-up measurements can look into the course of symptoms in relation to treatment.

As is commonly known, not all children develop symptoms in the aftermath of CSA. The literature indicates that a younger age at assessment is associated with fewer symptoms (Kendall-Tackett et al., [1993](#CIT0028)), while more severe abuse, a close relationship to the perpetrator, or the use of force is associated with more symptoms (Kendall-Tackett et al., [1993](#CIT0028); Putnam, [2003](#CIT0042)). Between 21% and 49% of sexually abused children reportedly demonstrate few if any psychological sequelae when assessed with standard measures (Kendall-Tackett et al., [1993](#CIT0028); Macdonald et al., [2012](#CIT0034); Putnam, [2003](#CIT0042)) -- rates comparable to our findings. Some proposed explanations are that asymptomatic children are more resilient or have coping styles that conceal their distress. Some researchers have posited that dysfunctional families and a general environment of maltreatment may be the main cause of negative CSA consequences (Bhandari, Winter, Messer, & Metcalfe, [2011](#CIT0007); Conte & Schuerman, [1987](#CIT0013)). Our sample was comprised of children who had experienced exclusively extrafamilial CSA, and most were growing up in non-disruptive families with high socioeconomic status, intact family composition, and the likelihood of attachment problems comparable to that in Dutch community samples and lower than that reported for Dutch clinical samples: a meta-analysis by van IJzendoorn, Schuengel, and Bakermans-Kranenburg ([1999](#CIT0053)) showed 15% avoidant attachment, 9% ambivalent attachment, and 15% disorganized attachment insecurity in the general population. Although comparison is limited because the meta-analysis mainly included studies using observational methods for measuring attachment insecurity, in clinical samples (children aged 2.5--5 and 6--12 years referred for possible attachment problems) rates of clinically significant insecure attachment, measured using the AISI questionnaire, were much higher: respectively, 24.9% and 41.1% for avoidant attachment, 30.9% and 26.6% for ambivalent attachment, 34.6% and 28.5% for disorganized attachment, and 60.8% and 66.5% for total attachment insecurity (unpublished data related to the publication by Spruit et al., [2018](#CIT0048)). Secure attachment and parental support have been shown to protect against consequences of stress (Beaudoin, Hébert, & Bernier, [2013](#CIT0006); Domhardt et al., [2015](#CIT0016)). Limited-scale longitudinal studies have indicated, however, that 10--20% of asymptomatic children develop symptoms later, an outcome called the sleeper effect (Kendall-Tackett et al., [1993](#CIT0028); Putnam, [2003](#CIT0042); Trickett, Noll, & Putnam, [2011](#CIT0050)). Hence, ongoing follow-up assessment in our population is crucial.

It may seem remarkable that only 3% of children in our study were diagnosed with PTSD; studies in older children show 22--29% higher PTSD rates (Alisic et al., [2014](#CIT0002); Kendall-Tackett et al., [1993](#CIT0028)). Most children were too young to have autobiographical memory of the sexual abuse. However, research suggests that preverbal trauma can be stored as (implicit) emotional memory, motor memory, and state memory that can be triggered and cause PTSD symptoms (Perry, [1999](#CIT0038), [2000](#CIT0039); Schore, [2001](#CIT0046)). Rates of PTSD in children exposed to trauma at preschool age are generally believed to be lower than in older children (Scheeringa, Zeanah, & Cohen, [2011](#CIT0045)). What very young children perceive as traumatic may differ owing to cognitive and perceptual immaturity. It could also be that PTSD criteria are not developmentally sensitive enough (Scheeringa et al., [2011](#CIT0045)), or are too limited to capture the complex range of difficulties experienced by children exposed to prolonged CSA at young ages (van der Kolk, [2009](#CIT0051)).

In line with the proposition that sexual behaviour problems are consistently the most specific and frequently observed sequelae of CSA (even in comparison with clinical samples without CSA) (Brilleslijper-Kater, Friedrich, & Corwin, [2004](#CIT0009); Friedrich et al., [2001](#CIT0024); Kendall-Tackett et al., [1993](#CIT0028); Putnam, [2003](#CIT0042)), sexual behaviour problems indeed constituted the highest percentage of clinically significant problems in our sample (30% of children). Finkelhor and Browne ([1985](#CIT0020)) theorized that sexual behaviour problems might be seen as post-traumatic stress reactions in which CSA-related intrusions and hyperarousal spark sexual behaviour.

Confirmed victims in our sample seemed at greater risk of developing psychiatric disorders than children in the general population. A Norwegian study on psychiatric prevalence in the general preschoolers' population found a 7.1% rate for any psychiatric disorder using a diagnostic parent interview (Wichstrøm et al., [2012](#CIT0058)). Similarly, a population study of Brazilian 6-year-olds found a prevalence of 8% in children from high-income families (Petresco et al., [2014](#CIT0040)). To our knowledge, no comparable prevalence studies have been conducted in that age group in the Netherlands.

The present study also explored gender differences in outcomes, a topic about which the existing literature is inconclusive. Several studies have found that girls are more likely to show internalizing symptoms and boys externalizing symptoms, while other studies did not find gender differences in symptomatology (van Toledo & Seymour, [2013](#CIT0054)). Although we found that boys exhibited more internalizing problems and avoidant insecure attachment, our small sample sizes reduce the reliability of such differences, and the stability of the findings needs to be tested in a longitudinal approach. Similar and other reservations apply to differences emerging between confirmed and suspected victims. On the whole, both groups were impacted by the ASAC, but they may have been two separate groups of abused and non-abused children. If so, we could speculate that the stress experienced by the parents from the ASAC and from the uncertainty of CSA in their children may have had a negative impact on the non-abused children; it could also be that suspected victims, even if not abused themselves, did witness the abuse of other victims.

Although some disagreement exists (Browne & Finkelhor, [1986](#CIT0010); Maikovich-Fong & Jaffee, [2010](#CIT0035)), the literature generally indicates that the type and frequency of abuse influence the degree of psychopathology (Kendall-Tackett et al., [1993](#CIT0028)). In our sample, we found no significant differences when looking at symptoms in relation to the severity of the abuse. A possible explanation could be that other factors may play a (more) crucial role in predicting psychopathology levels in children abused at a very young age, e.g. received care by children and parents and/or the degree of family support. Another explanation could be that the classification of abuse severity, based on research in older children, does not reflect the perception of infants and toddlers. Classifying the severity of the abuse could be considered subjective or over-simplifying, as there is a large variety in type, duration, frequency, and age of onset of the abuse. For example, some children experienced multiple forms of non-penetrative abuse numerous times while others experienced penetrative abuse on one occasion. In addition, the way in which children qualified their experience emotionally is impossible to determine. Fondling might seem less severe, but entailed masturbating the child. How mild or severe this is for the child is questionable.

Regarding the impact of CSA on parents, outcomes were consistent with our expectations. Our observed levels of PTSD symptoms are supported by a study on the parental impact of alleged sexual abuse in a daycare centre (Dyb, Holen, Steinberg, Rodriguez, & Pynoos, [2003](#CIT0018)) and a study on parental distress following disclosure of extrafamilial CSA (Davies, [1995](#CIT0015)). Parents in our study seemed to experience slightly more feelings of shame and fewer feelings of distress related to the sexual abuse of their child compared to parents whose children completed trauma-focused cognitive behavioural therapy for different forms of trauma (Holt, Cohen, & Mannarino, [2015](#CIT0026)). In earlier studies, parental PTSD symptoms and psychopathology were found to be related to child PTSD symptoms, (sexual) behaviour problems, and lower parent--child relationship quality (Elkovitch, Latzman, Hansen, & Flood, [2009](#CIT0019); Levendosky & Graham-Bermann, [2000](#CIT0031); van Ee, Kleber, & Mooren, [2012](#CIT0052)). We found similar associations, except for sexual behaviour problems. This underlines the importance of addressing parents' emotional reactions and the parent--child relationship in therapy, because parental psychological well-being and healthy interaction play such an important role in a child's recovery (Cohen & Mannarino, [1996](#CIT0012); Holt et al., [2015](#CIT0026)). The lack of a relationship between parental symptoms and child sexual behaviour problems suggests that sexual abuse may lead to sexual behaviour problems regardless of whether parents are experiencing distress. This indicates that treatment for children who were sexually abused at a very young age should be based on a careful assessment of sexual behaviour problems and should not assume a link between those problems and parents' distress or difficulties in supporting their child's recovery.

One possible limitation in our study is that the children's ages restricted us to a single informant source, the parents; as the children grow older, we will be able to include their own self-reports. Our study may also represent a biased subgroup of families. They may have been less, or more, strongly impacted by the ASAC than families that declined participation. In addition, their study participation itself may have mitigated possible negative outcomes. The fact remains that our sample endured severe CSA. Our study is further limited by a relatively small sample size, the lack of a control group, and the predominance of families of high socioeconomic status, so that caution is needed in interpreting and generalizing results.

Important strengths are that this is the first study to examine the sequelae of extrafamilial CSA in a group of children abused under similar circumstances and exclusively under the age of 4 years, with a large preponderance of boys. The abuse in this study population was firmly substantiated both by the perpetrator's confessions and by legal evidence from pornographic images. According to parental reports, none of the children had experienced another CSA event or another type of child maltreatment within the family, and only two children suffered from (subthreshold) PTSD in response to another traumatic event. This enabled us to focus on the specific sequelae of CSA for children abused at a very young age.

Our study is also one of the few to have looked into a broad spectrum of problems associated with CSA, including psychopathology in parents; it assessed these with multiple tools (questionnaires and interviews) and created a profile of sequelae. Most studies have used clinical samples or samples presumed at risk. A unique strength of the present study is that it includes mostly children for whom we know with certainty that they were severely abused, who did not disclose the CSA themselves, and who were not selected because they were experiencing problems. Such a sample is rarely available for a CSA study, and it may thus be a relatively close reflection of the entire CSA population. Future follow-up data in our longitudinal approach, including child self-report measures, should enable us to form conclusions about the causality and temporality of these findings.
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###### Supplemental Material

[^1]: m, mothers; f, fathers.

[^2]: Approximations based on police reports.

[^3]: ^a ^The frequencies and percentages of child sexual abuse (CSA) type are non-additive because almost all children experienced more than one type of sexual abuse.

[^4]: ^b ^Described by perpetrator as touching genitalia or masturbating the child.

[^5]: PTSD, post-traumatic stress disorder; CSA, child sexual abuse; OE, other event; MDD, major depressive disorder; ADHD, attention-deficit hyperactivity disorder; ODD, oppositional defiant disorder; CD, conduct disorder; SAD, separation anxiety disorder; GAD, generalized anxiety disorder; OCD, obsessive--compulsive disorder; CRIES, Children's Revised Impact of Event Scale; CDC, Child Dissociative Checklist; CSBI, Child Sexual Behavior Inventory; DRSB, Developmentally Related Sexual Behavior; SASI, Sexual Abuse Specific Items; CBCL, Child Behavior Checklist; AISI, Attachment Insecurity Screening Inventories; --, not applicable.

[^6]: ^a^ Same respondent.

[^7]: ^b^ CSBI and CBCL scores are gender- and age-standardized *t* scores. \*\**p* \< .01.

[^8]: PTSD, post-traumatic stress disorder; IES-R, Impact of Event Scale -- Revised; PERQ, Parent Emotional Reaction Questionnaire; ECR, Experiences in Close Relationships; --, not applicable.

[^9]: ^a^ Parents with one or more confirmed victimized children.

[^10]: ^b^ Parents completed the PERQ twice if they had two children involved in the Amsterdam Sexual Abuse Case (*n* = 3).

[^11]: ^c^ Based on preliminary Dutch norms received from H. J. Conradi.

[^12]: PTSD, post-traumatic stress disorder.

[^13]: \**p* \< .05 (two-tailed), \*\**p *\< .01 (two-tailed).

[^14]: PTSD, post-traumatic stress disorder.

[^15]: \**p* \< .05 (two-tailed), \*\**p *\< .01 (two-tailed).
